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Z 000; Initial Comments Z 000

1.} Rooms 202, 203, 205, 208, 210, and 220 were
thoroughly cleaned shortly afier the exit conference

This Statement of Deficiencies was generated as with BHCQC surveyors this included removal of
a result of complaint investigation conducted in calcium buildup on faucets, and thorough cleaning
your facility on 3/23/10, in accordance with %‘;‘C'I‘::K'::;fﬁ;: ;‘L‘;’;‘;E:gpg‘r ‘igfnfff’i& 2s ot
Ne\{a:Qa Admlnl.Stratwe C.Ode‘ Chapter 449, following policy for floor cleaning, was removed
Facilities for Skilled Nursing. from the schedule and re-educated to the proper
way 10 clean floors per policy and acceptable
y P :
Complaint #NV00024806 was substantiated with -:‘Ia"da;ds and fgq“geqs‘grl’v:‘i’“l’:dc “:C
s : ousekeeping Supervi a retum
a deficiency cited. (See Tag Z 474) demonstration prior to returning to duties.
. Residents in rooms 210 and 220 had urinals
A Plan of Correstion (POC) must be submitted. removed and properly stored.
The POC must relate to the care of all patients 2) Al residents have the potential 0 be affected By
i hese praclices. e AOUSEKECpINg SUPErvisor has
_and prevent SUCh,occurrences in the fumre‘, The ensured that policies and procedures identified in
mtend_ed completion dates ?nd the m30h3n|5m(5) the HSG Policy and Procedure manual are now in
established to assure ongoing compliance must place and adhered to. Additionally all rooms,
be included. offices and common areas have been checked
to ensure that Housekeeping has provided services
- .. . to maintain a sanitary, orderly and comfortable
Momtgnng VISItS_ may b? imposed to ensure environment. Specifically, All housekeeping staff
on-going compliance with regulato were re-educated on this policies for cleaning
p +
requirements_ rooms and bathrooms and proper floor cleaning

policy. All housekeeping personnel were required
to provide the Housekeeping Supervisor with a

The findings and conclusions of any investigation return demonstration. The DNS conducied facility

by the Health Division shall not be construed as wide sweep of the facility to identify any residents
prohibiting any criminal or civil investigations, who did not have urinals properly stowed. In
actions or other claims for refief that may be addition to this initial facility-wide sweep

ilable t rt d licable federal conducted by the DNS, any resident identified who
avallable to any party under applicable teaeral, refused to properly stow their urinal were informed

state or local laws. of the risk and benefit of this descision. This
conversation was documenited in the active chart,
and a care plan was put in place to identify and

Z474) NAC 449.74539 Physical Environment Z474 encourage residents who chose not to comply with
§S=F the acceptable standard to do so.
5. Provide such housekeeping and maintenance 3) The housekeeping supervisor will monitor lh;
; bt : heusekeeping staff to ensure that policies an
SEIVICES as are necessary t(? mamta"_.l a samtary. procedures (0 ensure a clean and comfortable
orc!erly and Qomf(_j”able en\”ronment: environmenlt is provided to all patients. The DNS
This Regulation is not met as evidenced by: will also conduct frequent rounding to ensure
Based on interview, observation and document comipliance with proper storage of urinals.
review, the facility failed to provide a sanitary 4) This system wnl_l be monitored via frequem and
. in 6 of 6 rooms inspected (Rooms thorough rounding oflhe‘Executwe plrector, the
environment in 6 o p DNS, and the Housekeeping Supervisor.
202, 203, 206, 208, 210 and 220). 5) Date of completion 04/05/2010

1. The mirrors located in the bathrooms for room
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202 and 206 contained a white substance all over
the mirror. The mirrors were not cleaned per the
facility policy.

2. The bathroom faucets located in rooms 202,
208, 210, and 220 were corroded and had a build
up of calcium.

3. Urinals were observed on the bedside table,
the bathroom sink or the bedside cabinet in
rooms 210 and 220,

4. The bedrooms were mopped with plain water
and no disinfectant was placed in the water in
accordance with facility policy.

Severity: 2 Scope: 3
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